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GENERAL COMMENTS
This paper is extremely well done with a strong, well-articulated research design, clearly reported findings, and excellent writing quality. I commend the authors for using "well being" and "well" with parenthetical acknowledgment of risk level as they reference participants. This method of referring to women pushes our thinking forward regarding how we talk about normal, healthy patients/clients without sacrificing cross-cultural and cross-systems clarity. I hope other birth researchers will adopt this terminology. I look forward to assigning this article in my classes. I recommend it for publication without hesitation and without modification.
I do have a few comments that the researchers might take into account for future work. The first is that the authors might consider also reporting very low Apgar rates <4, as low Apgar, while still widely reported, is often considered less helpful for assessing early neonatal morbidity. Also, I would love to see more analysis and discussion on the differences in outcomes and demographics of clients between funded home birth and freestanding PMUs as sample sizes become sufficient. Some middle-and high-income nation"s maternity care systems lump community births (home and birth center) together in their analyses and policy planning, while another see this two birth settings as quite distinct, and may, for example, allow freestanding birth center births, but felonize home births. By adding another level of analyses by planned place of birth, future work on New Zealand"s maternity system may be able to inform this debate. Overall, excellent, well done, and truly a pleasure to review.
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GENERAL COMMENTS
The manuscript is well written.
VERSION 1 -AUTHOR RESPONSE
Reviewer One Reviewer comment: An interesting study, although with its limitations. They are clearly described, however. Author response: Thank you.
Reviewer comment:
The analyses are adequate, and the results are as expected, but at the same time surprising. The authors stress the fact that this study did not have the confounding factor of two different models of care, because of the unique system in New Zealand with midwives as Lead Maternity Carer. I agree with that statement, but that makes it all the more surprising that these differences are found. I would expect more discussion about this result, other than the possible self-selection bias of women choosing their place of birth. We know that a birth place choice is not random, but influenced by feelings of (in)security and fear. But whether these feelings actually influence the birth process is less clear. It might be a possible explanation, but it is not what the authors propose. They seem to be content with the fact that they found a difference. Author response:
The following paragraph has been added to the discussion section regarding other potentially influential differences between the groups: Line 203: "Differences in the beliefs and values of the women in the PMU and TMH cohorts in this study have been identified and discussed in previous publications28 29. In common with prior research we found that "safety" was the paramount consideration in women"s birthplace decisionmaking, although the two groups had different perceptions of the concept. Accessing the specialist services/facilities (if needed) was the most important factor for women planning a TMH birth28. In contrast, the PMU group identified several factors, including "closeness to home", "ease of access", the "atmosphere" of the unit and avoidance of unnecessary intervention" as important28. This study found women who planned a PMU birth expressed confidence in the birth process, their ability to give birth, the maternity system (for specialist referral or transfer) and/or the primary unit itself 29. In contrast, women who planned a TMH birth did not express confidence in these things, although almost all study participants expressed confidence in their midwife29."
And We agree that the midwives are potentially a factor in differences in clinical outcomes, although it is beyond the scope of this study. The following paragraphs have been added to the discussion section. Line 216: "The influence of the personal philosophy of midwives who choose to offer women particular birthplace options, were beyond the scope of this study. In this context LMC midwives work autonomously and independently of the birth facilities, and choose their practice context; which arguably means they are not providing labour and birth care in a place in which they do not feel confident and competent. This does not mean that their practice is not influenced by the organisational context of the respective facilities, as has been demonstrated in previous New Zealand research 30 31. The focus of the current research was the women and not the 135 midwives providing their care, the majority of whom provide care in both PMU and TMH facilities, and a few of whom offer only one or other option to women. The women also chose their own midwife, knowing the options she offered prior to booking with that midwife; with a few changing midwives during pregnancy, if they found the midwife"s beliefs and values in conflict with their own28. As reported previously, a relatively small proportion of study participants identified their decision was influenced by the recommendation of their midwife (PMU 4.35%, TMH 6.24%) via the six week postpartum survey (82% response rate). Additionally, women indicated the extent to which their midwife influenced their birthplace decision on a Likert scale, with significantly more women in the TMH cohort indicating that their midwife had no influence on their decision (39% vs 23% for PMU cohort)28. Similar proportions of each cohort identified their midwives as having "a lot" of influence (26% and 25%)28.
It is unclear the extent to which the different beliefs and values held by midwives and/or women influence the clinical outcomes in respective birth environments. Research to date has also identified other variables, including the design of a "birth space" 32 33 and the institutional control exerted 34 35. It is difficult to control for these influences, both independently and collectively, and therefore identify the extent of their impact."
Reviewer comment: One practical comment: In the first row of the tables (the row with the column names) it says: p value, with the addition (<0.05). This suggests that you only present the p-values when they are lower than 5%. In that case you should replace all p-values at or above 5% with NS (not significant). If you want to present all the p-values, then you should remove the addition (<0.05) from the first row. Author response:
We have replace all p-values at or above 5% with NS (not significant) on your recommendation.
Reviewer Two Reviewer comment: This paper is extremely well done with a strong, well-articulated research design, clearly reported findings, and excellent writing quality. I commend the authors for using "well being" and "well" with parenthetical acknowledgment of risk level as they reference participants. This method of referring to women pushes our thinking forward regarding how we talk about normal, healthy patients/clients without sacrificing cross-cultural and cross-systems clarity. I hope other birth researchers will adopt this terminology. I look forward to assigning this article in my classes. I recommend it for publication without hesitation and without modification. Author response: Thank you for your very affirming comments on the article.
Reviewer comment: I do have a few comments that the researchers might take into account for future work. The first is that the authors might consider also reporting very low Apgar rates <4, as low Apgar, while still widely reported, is often considered less helpful for assessing early neonatal morbidity. Author response:
The event rate of an Apgar score of <5 at 5mins is zero in this study. As it is a rare occurrence in populations being studied for planned out of hospital birth in well resourced western countries such as ours, it is unlikely to be used as a primary clinical outcome measure in future work.
Reviewer comment: Also, I would love to see more analysis and discussion on the differences in outcomes and demographics of clients between funded home birth and freestanding PMUs as sample sizes become sufficient. Some middle-and high-income nation"s maternity care systems lump community births (home and birth center) together in their analyses and policy planning, while another see this two birth settings as quite distinct, and may, for example, allow freestanding birth center births, but felonize home births. By adding another level of analyses by planned place of birth, future work on New Zealand"s maternity system may be able to inform this debate. Overall, excellent, well done, and truly a pleasure to review. Author response:
We agree that home and birth centre birth outcomes should be reported separately. It would be good to have the opportunity to undertake future research which includes a home birth cohort in the unique New Zealand context; however obtaining funding for this is relatively unlikely. This is due to the publication of the large prospective Birthplace in England study, despite different contexts for care between New Zealand and England, with continuity of midwifery care almost non-existent in England. While it is beyond the scope of this research, you may be interested in an earlier retrospective cohort study reported clinical outcomes for both primary maternity unit (freestanding birth center) births and 
